This article focuses on how to assess and manage risk in sexual offenders. It covers assessment issues, including interviews, taking a sexual history, assessing sexual deviance and assessing person ality. The key step of case formulation is outlined and the development of risk management strategies, including monitoring, supervision and treatment, is described.
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In our previous article on assessing and managing risk in sexual offenders , we covered the issues clinicians need to be aware of before assessing risk. In the current article, we will present a pragmatic comprehensive approach to assessing risk and planning risk management. We will set out an approach based on the structured professional judgement approach to risk assessment. This approach is particularly useful for mentally disordered, complex or unusual sexual offenders, and provides a framework not only for assessing risk, but also for planning risk management. Actuarial and dynamic risk instruments, as well as specific structured professional judgment tools, can be used within the approach we present here, as set out below.
As in our previous article, we will focus on adult male offenders. The broad structure of the approach suggested here would be appropriate for females and young people too, but the specific factors to look at, the instruments to use, and treatment and management approaches need to be informed by the relevant literature and clinical guidance. Risk assessment tools for males should not be used with females, and assessment and management of female sexual offenders should be informed by the emerging literature (Gannon 2010) . There are specific risk assessment instruments for adolescents, for whom assessment needs to take a developmental perspective, and treatment and management may need to have a more systemic focus (Rich 2009 ).
Psychiatrists and other mental health pro fessionals need to consider risk of sexual offending in a number of mental health and criminal justice contexts. When preparing reports for criminal courts, assessment of risk of sexual violence contributes to decisions about whether: Risk is crucial in the use of mental health legis lation, and in some cases sexual violence will be of relevance. Risk of sexual offending is relevant for a significant minority of patients in secure and other inpatient settings and when considering commu nity management. Through MultiAgency Public Protection Arrangements (MAPPA), psychiatrists, psychologists and other mental health profession als increasingly contribute to the management of sexual offenders on community sentences or on release from prison. Those who sit on, or produce reports for, parole boards need to consider risk of sexual offending and community management.
Risk of sexual offending arises in child protection and adult protection contexts. Professional bodies (who regulate doctors, teachers, the clergy, social workers or other professionals) may seek assessments where there has been behaviour of concern. There may also be involvement in cases where certain civil orders are being considered by the police (e.g. sexual offences prevention orders, risk of sexual harm orders, foreign travel orders), and when considering whether a sexual offender should remain subject to notification requirements.
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Practical assessment and management of risk in sexual offenders protective factors and to formulate an under stand ing of a case so as to inform risk management. Assessment involves gathering information from interviews, documents and tests. Practitioners should obtain information from a range of sources in the multiple agencies covering different areas of functioning.
Interviews
The first task in an interview is to engage the person. You may have to spend some time at the beginning explaining what you are doing and allaying concerns. Individuals may be embarrassed, reticent, suspicious or wary. When we assess sex offenders we undertake at least two interviews, each lasting 2 h. This allows us to see how a person presents at different times and to postpone asking about more difficult areas (such as sexual history and offending history) until some rapport and trust has been established. We use two interviewers, one male and one female. This allows for assessment of attitudes towards, and ability to relate to, each gender, allows one person to observe while the other interviews, provides for a consensus rating of personality and risk tools, and allows for some mutual support and supervision. There may be concerns that having two interviewers will affect the power dynamic, placing the interviewee at a disadvantage and hampering rapport building; in practice, we have not found this to be a problem. The standard areas of the psychiatric history should be covered but time needs to be spent on personal history, relationships and sexual history, personality, offending history (sexual and nonsexual, allegations as well as convicted offences), and response to interventions (in the community and in hospital or prison). As well as the traditional mental state examination, there is a need to look at current understanding of interpersonal, emotional and sexual functioning; understanding of offending and risk; attitude towards future interventions; and future plans.
Taking a sexual history
It is important to assess sexual development, knowledge, interest, relationships and function ing. Many psychiatry and clinical psychology trainees who work with us feel unsure of and uncomfortable with this. Being able to engage in a discussion about sexual matters is important. The interviewer must have some knowledge of 'normal' sexual development and functioning, and confidence to ask about sexual interests and behaviour. This part of the assessment should be conducted in a comfortable, confident and matter offact manner, which is sensitive to, and tries to alleviate, the potential embarrassment of the interviewee, so they feel comfortable enough to discuss these intimate issues. Box 1 lists the areas that the assessment should cover.
Reluctance and reticence when doing this part of the assessment probably arise from lack of specific training, discomfort talking about sex and doubts about the validity of the answers. If the person is put at ease and given positive feedback for speaking openly about sexual matters, it should be possible to elicit reliable information about sexual issues. Nevertheless, given the importance of deviant sexual interests as a risk factor, more objective approaches may be required too.
Assessment of sexual deviance
There are inherent difficulties associated with selfreport of any behaviour, and this may be particularly problematic with sexual behaviour. However, 'objective' methods for assessing sexual deviance can be applied to mitigate this problem. (Federoff 2009 ). Penile plethysmography requires a dedicated laboratory and qualified staff to carry out the assessment. It is used to look at patterns of sexual arousal, to assist in treatment and risk management planning, and to assess change with treatment.
Penile plethysmography
It cannot be used to determine whether someone has committed a specific offence or as a risk assessment in and of itself. In England and Wales, penile plethysmography is available in some high security hospitals and some prisons, but it is not available in any setting in Scotland. Penile plethysmography remains controversial. Different sites use different stimuli and different assessment methods, and the need for consistency of approach has been highlighted. Questions arise over whether individuals can 'fake good' on the test and assessors must try to control for this. It has been argued that there is limited evidence for the utility of penile plethysmography, but in complex cases, particularly where the issue of response of sexual deviance to treatment arises, it can add another piece of information that helps with assessment. Given the evidence base for penile plethysmography assessed sexual deviance (particularly sexual interest in children) as an important risk factor for sexual recidivism (Hanson 2005) , it is difficult to justify not having access to this assessment method (as is currently the case in the jurisdiction in which we work).
Viewing-time assessment
Viewingtime measures are based on the finding that people spend longer looking at images that are sexually appealing. Computer programs such as Affinity 2.5 (Glasgow 2009) (Letourneau 2002) . Viewingtime measures are primarily used to assess sexual interest in children.
Objective offending behaviour data
Two scales have been developed: one to assess paedophilia (Screening Scale for Pedophilic Interests, SSPI; Seto 2008) and the other to assess sexual sadism (Sexual Sadism Scale, SSS; Marshall 2006a). Both are based on objective behaviour reported in documents such as victim statements and police reports, not selfreport.
The SSPI has 4 items which are weighted and summed to give a total score out of 5. A score of 4 or 5 indicates a strong likelihood that there is a greater sexual interest in children than in adults, based on studies comparing the SSPI with penile plethysmography assessment; high scores are also associated with recidivsim.
The SSS is a checklist of behaviours associated with sadism. The authors created the scale after finding that literature definitions of sadism varied and diagnostic reliability and validity using criteria such as those in DSMIV were lacking (Kingston 2008) . They sought to create a dimensional structured assessment based on what the literature reported to be behavioural indicators of sadism (e.g. torture, abduction, strangulation). There are clear definitions for each behaviour and items are rated on a 3point scale. Items are weighted and summed to yield a total score, and there are two cutoffs: one for definite and one for possible sadism. The scale is relatively new and has been validated in only one study (Nitschke 2009 ), but provides a useful framework for structuring consideration of sexual sadism.
Self-report measures
A number of selfreport measures are available to assess sexual interests, knowledge and functioning (e.g. Multiphasic Sex Inventory, MSI; Nichols 1984) . Some are very long and offputting. They can be quite transparent and should never be the sole assessment method used. We do not routinely use these measures as we have found they add little to the understanding of a case.
Assessment of personality
Sex offenders have significant rates of personality dysfunction and overt personality disorder (see . Therefore personality and personality disorder should always be considered, particularly in serial, serious harm, unusual or difficult offenders. An assessment of personality disorder should involve a structured assessment such as the International Personality Disorder Examination (IPDE; Loranger 1999) . Given the literature on psychopathy and risk, an assessment of psychopathy using the Psychopathy Checklist Revised (PCLR; Hare 2004) 
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Practical assessment and management of risk in sexual offenders Checklist: Screening Version (PCL:SV; Hart 1995) should also be undertaken. We incorporate questions from the IPDE and PCLR into our assessments. When completing an assessment of personality, selfreport measures can be helpful (e.g. Millon Clinical Multiaxial InventoryIII, MCMIIII; Millon 1997 ). However, they should never be used as a sole means of assessing personality, owing to selfreport bias.
When assessing personality in sexual offenders, we are less interested in cutoff scores and diag nostic categories than in the range of traits and areas of personality dysfunction an individual has. We are seeking to understand and formulate the person's interpersonal, emotional and selffunctioning. Personality is multilayered and dimensional, not categorical. With DSM5, radical changes are being proposed to the classification and diagnosis of personality disorder. These include having fewer diagnoses and taking a more dimensional approach to assessment (Widiger 2011) .
Psychometric tests
A range of selfreport psychometric tests can be used with sex offenders ). Many are completed pre and posttreatment in sex offender treatment programmes. These include measures of selfesteem, impulsivity, locus of control, anger, attitudes, sexual interests, personality and anxiety. They are transparent and prone to selfreport bias. There is conflicting evidence on the relationship between selfreport psychometrics and recidivism, with a few studies finding a positive association (e.g. Beggs 2011 ). Changes in scores may or may not indicate a reduction in risk, but there is little reliable evidence that such measures indicate whether there has been positive change with treatment or whether risk has reduced. They may be helpful in individual case formulation but rarely tell you anything you did not already know from a comprehensive assessment, including assessment of personality and risk as outlined here. There is little to recommend them when assessing risk.
Which risk assessment instrument?
We described and discussed risk assessment instru ments in our previous article Hanson 2007 ). When we consult to these agencies, the factors identified by these tools and a cautious interpretation of total scores inform the case formulation (as outlined below). The individuals we directly assess have a mental disorder (usually personality disorder), are complex and /or unusual, so we use the RSVP. As the RSVP is now almost 10 years old, we also take into account the more recent evidence base when considering risk factors. We are cautious about the relevance to future risk of denial and minimisation. On the other hand, we are concerned about sexual preoccupation, use of sex as a coping mechanism, and personality disorder; and we explicitly consider hostility towards women, sexual entitlement and grievance thinking when we look at attitudes. The Structured Assessment of Protective Factors (SAPROF; de Vogel 2009) can be used to structure the consideration of protective factors, alongside instruments focused on risk factors.
As most reoffending by sexual offenders is nonsexual, it is important to consider whether instruments for other types of risk should be considered, for example nonsexual violence, domestic violence, stalking or general offending. Where there is a history of nonsexual violence, violence in sexual offending and, in men, attacks on adult females, we use the Historical, Clinical, Risk Management20 tool (HCR20; Webster 1997) . Where the victim of a sexual offence has been a partner or a partner's child, or there is a history of domestic abuse, we use the Spousal Assault Risk Assessment (SARA; Kropp 1995) .
Putting it all together: an approach to case formulation
The most important part of the assessment is not the tool used, but the interpretation of the factors identified through a case formulation (Hart 2011 ). An assessment is more than choosing which tools are appropriate and completing them. The tools merely allow for the case to be examined against known factors and dysfunctional personality traits. A clinician must then formulate the case to explain which factors have been pertinent in this person's pathway to offending and relevant to understanding the way they have offended, who they have offended against and why they have offended. Organising a structured formulation around predisposing, precipitating, perpetuating and protective factors provides a useful framework.
We use the following seven steps when formu la ting a case. We then set out narrative risk scenarios. Using the formulation, we generate scenarios that lay out the plausible ways in which the offender may reoffend in the future. These scenarios must be anchored in the risk and protective factors, the case formulation and knowledge of the literature on sexual offending. A wide range of scenarios should be considered initially (e.g. bestcase, worstcase, escalation, repeat and twist) and then 'pruned' so that only the plausible scenarios are considered in detail and used to generate a risk management plan that is proportionate to the risk (Hart 2011) .
When we present the conclusions of our assess ments we avoid terms such as low, medium and high risk. Narrative descriptions of future risk scenarios laying out what the person has the potential to do, to whom, under what circumstances are of more pragmatic use. Labels such as high, medium or low risk are meaningless unless there is a clear definition so that they communicate some meaning. We never quote percentage reoffending rates from actuarial instruments in our assessments, because specific rates quoted for tools are from cohorts in another geographical location or time, so it is unlikely that the specific percentages will apply to our cases.
Although labels such as high, medium and low may not be particularly useful in managing an individual case, there is a need to prioritise resources towards the management of higher risk cases. For example, under MAPPA (see below), when considering prioritisation of cases for treatment programmes and when considering some legal orders (e.g. indeterminate sentencing), an allocated risk level will be necessary. When using such levels it is important: to have clear criteria; to know which criteria are being used in a particular decision in a particular case; and to be aware that different criteria focusing on different aspects of risk may lead to different risk level conclusions in the same case. For example, we have come across cases which are 'low risk' on assessment with an actuarial tool but 'high risk' using MAPPA definitions and 'medium risk' using the criteria for indeterminate sentencing in Scotland (Darjee 2011) .
management
The aim of risk management is to reduce the like lihood and impact of harm to others by developing and enhancing protective factors (both extrinsic supports and intrinsic strengths). This can be achieved through interventions to ameliorate key stable dynamic factors (i.e. changing underlying dispositions towards offending), restricting the Practical assessment and management of risk in sexual offenders opportunity for reoffending, and monitoring for acute factors (triggers, situations and/or states) which indicate that an offence may be imminent. It is important that the risk management plan is linked to the risk assessment, and that an individ ualised and proportionate approach is adopted. A risk assessment is only of use if it informs and aids risk management, and a risk management plan is only of use if it is based on an individualised and evidencebased assessment. If a risk assessment has been completed using the approach advocated in this article, concluding with a formulation and narrative risk scenarios, then risk management strategies should flow from the assessment in a fairly straightforward way. Risk is dynamic, changing over time, so it is important that the management of a case is reviewed and adjusted in the light of such changes.
In too many cases risk management is generic, rather than individualised, based on a risk level (high, medium or low), an offender type (paedo phile or rapist), or defensiveness generated by organisational or staff anxiety. When constructing a risk management plan it is important to priori tise and put in place the necessary key measures. This is particularly important in complex highrisk cases in which there may be an overwhelming number of risk factors, few (if any) protective factors, a complex formulation and where future scenarios point to a dreadful outcome. A common mistake in such cases is to put in place far too many risk management strategies. What are the crucial things to monitor, what is absolutely necessary in terms of restrictions, what are the treatment interventions that are likely to lead to gains, and do particular potential victims need to be protected?
Monitoring
Monitoring (Box 2) involves repeated assessment of acute dynamic, stable dynamic and protective factors and compliance with restrictive measures.
Considering the risk scenarios in a case can help in deciding whether things are going in the right direction. If an individual is in an institution (hospital or prison) it can be useful to monitor 'offence paralleling behaviours'. These are behaviours that are functionally similar in terms of their antecedents, meaning and function to an individual's offending behaviour (Daffern 2010) . Polygraph interviews are controversial, but there is evidence that they can enhance community management and there is legislation permitting their mandatory use in England and Wales (Grubin 2007) .
When monitoring an individual, particularly in the community, it is important that it is clear who will be monitoring what, when and how, and what will happen if there is cause for concern. Offenders and their families should be actively involved and engaged in the monitoring process where possible.
Supervision
Supervision involves placing restrictions on the offender (Box 3). The type and level of restric tions required will depend on the risk scenarios, the ability to selfmanage and the level of external support. Overly restrictive supervision may be counterproductive, and in some cases may increase the risk posed by the individual. 'One size fits all' approaches should not be used. For example, although some men who have committed sexual offences against children should not be allowed contact with any child, this should not automatically be a recommendation with all child sex offenders. A long list of restrictions may be more about dealing with staff or organisational anxiety than about decreasing the likelihood of offending. Where there are too many restrictions, inevitably they will not be applied consistently, and offenders and staff often lose track of them. Having lots of restrictions can be particularly counterproductive where offenders have narcissistic, paranoid or antisocial personalities. The ultimate restriction that can be imposed is detention in an institution (e.g. prison or a secure hospital). But even in institutions there may be a sexual risk to staff or other prisoners/patients, so some restrictions may be necessary. Although some sexual offenders will abide by voluntarily imposed restrictions, a legal framework (such as probation, parole, notification requirements, mental health legislation or civil prevention order) is required to impose such restrictions.
Box 2 Key monitoring techniques
Electronic tags are used to monitor some sex offenders in the community, usually to ensure that a curfew is being adhered to. There is limited evidence that such tagging reduces offending (Button 2009 ). In the USA, sex offenders are denied access to certain areas, socalled exclusion zones (Council of State Governments 2010). The confluence of exclusion zones in neighbouring areas may mean the only places they can live are in swamps and under freeways. Such restrictions can lead to instability and limited access to employment, Social Services and social support (Levenson 2007) , can lead to sex offenders going missing, and may ultimately increase the risk of recidivism.
Some states in the USA have adopted commun ity notification, with websites giving details of sex offenders living in an area. Mobile telephone applications and threedimensional computer maps are available to the public. In the UK there is no such public notification, but disclosure to certain individuals (e.g. employers, accommodation providers, schools) may occur if this is merited by the assessment of risk in an individual case. A trial scheme to allow parents to seek information from the police regarding individuals they are concerned about (e.g. a new partner who has access to children) has been extended across Scotland. However, most new sexual offences are not committed by individuals with a conviction for sexual offending.
Blanket notification (like restriction zones) can alienate sexual offenders and even increase risk. Although blanket or limited notification may reassure the public, there is no evidence that it contributes to reducing the risk of sexual violence. Best practice would suggest that any notifications or disclosures should be reserved for the most risky cases based on an individualised assessment where other risk management strategies are insufficient.
Treatment
Treatment includes all interventions which aim to improve psychosocial functioning by allevi ating symptoms, changing problematic areas of functioning and improving skills which will allow more prosocial functioning. Treatment aims to ameliorate stable dynamic factors, develop intrinsic strengths, increase extrinsic supports, prevent the occurrence of acute states or circum stances, and promote prosocial selfmanagement. Although specific treatment programmes and medications (such as antilibidinals) are important in the treatment of sexual offenders (Box 4), it is important to think of treatment more broadly. Other mental health interventions (psychological treatments, occupational therapy, medication for psychiatric disorder), the development of working relationships with staff, the mustering of personal support and broader rehabilitative measures (e.g. help to gain employment) can all play a role. Here we will give an overview of specific treatment approaches for sexual offenders.
Psychological treatment
Psychological treatment for sexual offenders was primarily psychodynamic until the 1960s, when behavioural treatments were introduced (behavioural modification of sexual deviance and social skills training). Then treatment became cognitive-behavioural, incorporating work to address denial/minimisation, victim empathy, dysfunctional attitudes and relapse prevention (borrowed from substance misuse treatment). More recently, there has been emphasis on evidencebased dynamic factors (such as sexual deviance, poor coping, impulsivity, intimacy deficits), responding to individual needs and a more positive goaloriented approach, with fewer punitive, confrontational and confessional aspects. Practical assessment and management of risk in sexual offenders
In current practice, treatments should aim to:
1 help the individual understand the factors that are of relevance to their risk of sexual offending by developing a selfformulation; 2 give the individual the opportunity to address these factors by helping to make changes and develop skills; 3 help the individual make plans for the future, so they can lead their lives and meet their needs prosocially without causing sexual harm to others.
A number of aims that are assumed to be important but are of no real significance include getting the person to admit to their offence, to admit they are a 'sex offender', to show remorse, to express empathy for their victim, and to display 'good behaviour' in a group setting. As with most psychological interventions, the process of therapy is probably more important than the specific tasks or modules (Marshall 2006b ).
Groupbased cognitive-behavioural therapy (group CBT) for sex offending is regarded as the treatment of choice (Hanson, 2009 ). In the UK, these programmes are available in prisons, some secure hospitals, and through probation in the community. At the time of writing, sex offender programmes in prison and in the community in England & Wales and in Scotland are being reviewed and updated, to take into account recent international evidence and practice. Metaanalyses point to the effectiveness of these interventions at reducing reoffending by about 40% (e.g. Hanson 2009 ), although some experts still doubt whether there is evidence that treatment is effective (Rice 2003) .
There is evidence (Hanson 2009 ) that sex offender treatment is more effective when it follows the Risk, Needs, Responsivity approach known to be successful in general offending behaviour programmes (Andrews 2007) . That is, treatment should be delivered to more rather than less risky individuals (Risk), should target factors (criminogenic needs or stable dynamic factors) associated with recidivism (Need) and should be delivered in a way matched to the learning style of individuals (Responsivity).
The Good Lives model (Ward 2006) has been increasingly influential on sex offender treatment. It proposes that sexual offenders share the same inclinations and basic needs as other people, and are naturally predisposed to seek certain goals, or 'primary goods'. The model encourages us to see sex offenders as people who want the same things in life as everyone else (e.g. relationships, knowledge, community, inner peace), but who have attempted to acquire such goods by offending or because they lack the skills to obtain them in nonoffending ways. Therefore, treatment should focus on helping the person achieve their needs and goals in prosocial ways. The Good Lives model is not a treatment as such, but a philosophy to guide treatment. We find it a useful framework not just for treatment but for wider aspects of risk management, helping to focus not just on risk and restrictions, but on achieving positive prosocial outcomes (which reduces risk).
As most sexual offenders with mental disorder have similar psychosexual problems to those without mental disorder, and risk factors are the same in both groups, psychological treatment to address sexual offending should be available for higherrisk sexual offenders with mental disorders. Programmes are available in high and some medium secure units. There is no specific research on programmes for mentally ill sex offenders but programmes for sexual offenders with intellectual disability have been evaluated (Craig 2010) . Before patients take part in these programmes, their mental states should be stable and the programmes should be adapted to their interpersonal, cognitive, emotional and perceptual deficits.
Many of the areas targeted in treatment (i.e. stable dynamic dispositions) relate to dys functional per son ality traits and many individuals who go through these programmes in criminal justice settings have personality disorders. Adaptations for individuals with high levels of personality dysfunction and psychopathy have been made (Dowsett 2008) , including: greater focus on motivation, engagement, maintaining participation; using more appropriate learning styles; greater flexibility; emphasis on individual formulation and positive psychology; and incorporating specific elements of personality disorder therapies (e.g. schema, mentalisation based or cognitive analytic therapy). Whether such approaches for sex offenders reduce recidivism awaits evaluation.
The 'accepted wisdom' that treatment makes psychopaths worse is not supported by more recent research (Barbaree 2006) , and some treatment programmes have reported reductions in offending by psychopathic offenders similar to those achieved by nonpsychopathic offenders (Skeem 2009 ), albeit that the base rate of reoffending in this group is higher. Some offending behaviour programmes exclude individuals with psychopathy, as they are considered unresponsive and disruptive. Some programmes accept individuals with psychopathy, but limit groups to no more than one or two such individuals. Other programmes have been developed, for example in England and North America, primarily for offenders with severe personality disorders, including psychopathy.
Whichever programme is followed, the most important issue is having the right approach, in terms of the competence, qualifications, experience, supervision and training of staff; the way treatment is delivered; proper resourcing and support for any treatment programme; and integration of treatment with other aspects of risk management.
Medication
Antilibidinals and SSRIs may be prescribed along side psychological interventions to treat individuals who have problems with sexual regulation (sexual preoccupation, sex as coping or sexual deviation) that are not adequately addressed by other interventions (Grubin, 2008) . Psychiatrists have an important role to play in assessing and treating sexual offenders who may benefit from medication, in prison and in the community. Medication should be given on a voluntary basis and the decision to prescribe should be based on the individual's clinical presentation.
Selective serotonin reuptake inhibitors may be more beneficial where there are intrusive fantasies or urges or an element of obsession, or where sexual fantasy or behaviour is associated with low mood or anxiety. Antilibidinals are more appropriate where there is hypersexual arousal or deviant sexual urges which are subjectively difficult to control. Newer gonadotrophinreleasing hormone agonists are potent antilibidinals, which can be given by longacting injection and may have less troubling sideeffects than drugs such as cyproterone acetate (Briken 2003) .
Guidelines and protocols are available on the referral and treatment of sex offenders in prison or on probation in England & Wales and in Scotland.
Victim safety planning
Victim safety planning may involve restricting access to specific named victims or a group of potential victims (e.g. children). Disclosure to schools, families, partners, employers and staff can also be used to minimise the risk that an offender may pose. The decision to disclose should be carefully considered in each case and based on an individualised risk assessment.
MAPPA
In the UK, MAPPA provisions (Kemshall 2009 ) have been introduced through legislation in England & Wales and Scotland. Agencies involved in managing sexual offenders (police, probation/criminal justice social work, prisons and health service) are required to work together to put in place multiagency arrangements for risk management. Depending on the level of risk posed and the complexity of multiagency risk management, a case is allocated to one of three levels of risk management.
Risk assessment and management is central to the MAPPA process. The MAPPA framework is primarily about ensuring good communication and multiagency working, especially where sexual offenders are assessed as posing a risk of serious harm to others. It can provide a valuable framework for clinical input for sexual offenders with personality disorders and paraphilias within a primarily criminal justice context ). In such cases, clinicians can focus on assessment, consultation and treatment, whereas other agencies deliver other aspects of risk management (supervision, monitoring, support, victim safety planning).
Circles of Support and Accountability
Circles of Support and Accountability was established in Canada to provide social support and monitoring for veryhigh risk sexual offenders released at the end of a prison sentence with no statutory community supervision. A group of trained and supported volunteers provides a network of support for the individual, helping the person to establish themselves in the community, to achieve goals in prosocial ways and to manage the risk they pose. There is evidence that this approach reduces recidivism. Similar projects have been established in parts of the UK (Harvey 2011) .
conclusions
Whether sexual offenders have a mental disorder or not, they should undergo an assessment of risk using appropriate instruments that cover evidence based risk factors. Assessment involves gathering sufficient information from interviews, third parties and records, so that risk and protective factors can be identified. In complex cases it is important to undertake a thorough assessment of personality disorder and sexual deviance. The clinician should aim to produce a formulation which ties together the relevant risk and protective factors, helps in understanding why the person has offended in the way that they have, and looks to the future by setting out narrative risk scenarios. Risk management plans should flow from the risk formulation and scenarios, and should include monitoring, supervision, treatment and victim Practical assessment and management of risk in sexual offenders safety planning. Risk management should be proportionate and tailored to the individual case. Unnecessary restrictions should be avoided. Using an evidencebased approach grounded in a proper understanding of the individual can help guard against an approach distorted by subjective anxiety and fear.
